ABSTRACT
INTRODUCTION
Having a regular source of medical care is one of the most consistent and important predictors of access to health services. [1] [2] [3] [4] [5] People who usually obtain their health care from the same place are more likely to receive ambulatory services 2, 3, [6] [7] [8] and to seek care more promptly when they are ill. 5, 9, 10 Numerous studies also demonstrate that having a usual source of medical care is associated with receipt of a wide variety of preventive procedures, including annual checkups, blood pressure screen-ing, Papanicolaou tests, mammograms, clinical breast examinations, proctoscopic examinations, childhood immunizations and routine visits, adult influenza vaccinations, and human immunodeficiency virus (HIV) testing. 2, 8, [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] One explanation for the linkage between having a regular place to get medical care and receipt of services, particularly preventive care, may be the increased likelihood of having a primary care provider at the usual site who provides continuity and coordination of care. The ongoing relationship with a particular clinician is an important aspect of primary care. 22, 23 Continuity of clinician is associated with increased patient satisfaction and decreased hospitalization. 11, 24 Several studies have found that having a primary clinician is related to receipt of medical care for various health problems, 8, 25 hypertension screening and treatment, 4, 21 cancer screening in women, 8 and age-appropriate routine care among children. 19 Having an ongoing relationship with a clinician, however, may depend on the type of site one uses. People who rely on hospitals for routine medical care are less likely to have a main clinician than those using physician offices or health maintenance organizations. 8 Use of community clinics was found to be associated with lack of continuity between routine and sick care providers in a national sample of children. 26 Given the significance of having a usual source of care in improving access to a variety of health services, disparity in having a regular medical contact is a major issue for urban low-income communities. Numerous studies indicate that lack of a usual source of health care and reliance on hospitals for routine care are associated with low-income urban residence and African American or Latino ethnicity. 2, [27] [28] [29] [30] Less is known, however, about the relationship of demographic and socioeconomic factors to site of care and having a usual clinician when health care coverage and health related factors are taken into account. Such adjustment is important as health insurance is an important correlate of having usual source of care. 2, 20, [31] [32] [33] Furthermore, financial barriers and lack of coverage also predominate among the same groups less likely to have ongoing ties to the health care system. 34, 35 For example, one national survey found that black-white differences in utilization were related to differences in income and insurance. 27 Although low-income individuals and people of color tend to report poorer health status than higher income and white populations, 36 national surveys also show that people without a usual source of care are more likely to be in better health and perceive less need for health care, 2, 4, 29, 30, 37 underscoring the need to separate out the effects of sociodemographic and health-related factors.
Initial evidence, based on national surveys, suggests that hospital clinics provide less screening but no difference in treatment for hypertension 4 and that having a primary clinician is more important than having a regular site of care in increasing access to a variety of preventive and illness-related health services. 8 However, these are among the few studies that examined in detail whether usual care site is associated with actual health care outcomes and the relative importance of site and continuity of care in predicting these outcomes.
This article addresses some of the above gaps in knowledge by examining factors associated with the type of usual site of care used and having a regular clinician; we uniquely focus on exploring these questions in an urban, low-income, predominantly African American population. The study also is distinctive in that it employed a representative urban community sample, providing an advantage over most community-specific health care access studies, which are based on selected samples of clinic users or special subpopulations. 20, [38] [39] [40] Usual source of care characteristics were viewed as factors that influence access to health care, rather than measures of access in themselves, reflecting current trends in health services research, which consider access to be the actual utilization of health care that, ultimately, can result in better health outcomes. 29, 32, 41, 42 Because of the significance of hospitals as a source of routine care in urban low-income communities, we focused on the relative importance of using hospitals for routine care and in predicting the receipt of preventive and illness-related ambulatory health care.
Prior analysis based on this sample examined the independent predictors of having a usual source of care. 43 The specific questions addressed in this study are as follows:
1. What are the independent effects of socioeconomic factors, health insurance, health status, and health care attitudes in determining reliance on hospitals as a usual source of care site? 2. What is the relationship between type of site used for health care and having a primary clinician at one's usual source of care site, controlling for socioeconomic and health-related factors? 3. What is the relative importance of having a usual source of care, type of site used, and having a main clinician in determining access to ambulatory health care, adjusting for socioeconomic and health-related factors?
METHODS

Sample
The study was based on a representative survey of households in Central Harlem in New York City. Although it has a long and rich history as a center of African American culture, Central Harlem exhibits excess mortality compared with other populations. 44, 45 In 1992-1994, the Harlem Health Promotion Center conducted the Harlem Household Survey to determine the risk factors associated with the community's excess mortality. The survey is a comprehensive assessment of the community's health, access to health care, preventive health practices, and social experiences.
The survey sampling frame was constructed from an original enumeration of dwelling units on randomly selected blocks in the Central Harlem health district. The enumeration included places where people live but often are missed by conventional US Census listing protocols (e.g., such temporary shelters as single room occupancy hotels, vehicles, and cardboard boxes). This procedure was undertaken because research has demonstrated the underrepresentation of people of color and low socioeconomic status in conventional household listings protocols. 46 The survey design employed a two-stage probability sample of census blocks, dwelling units. Respondents were randomly selected within households based on the procedure developed by Kish. 47 Members of the household were eligible for the survey interview if they were 18-65 years of age, spoke English, and were able to answer the 1.5-2-hour interview. Of the 1,300 randomly selected dwelling units, less than 5% of the adults in those dwellings were excluded because of language or inability to complete the interview. Of the 963 adults selected, 695 completed the interview, for a response rate of 72%. Details of sampling and interview procedures are provided elsewhere. 48, 49 The sample was 84% African American, with 83% born in the United States. The survey representation of African Americans is close to the 86% of Central Harlem residents identified as African Americans in the 1990 US Census.
Measures
The dependent variables in the analysis included type of regular source of care, having a primary clinician, receipt of various preventive health services, and physician visits in response to illness. (Type of source also was used as an independent variable when analyzing predictors of having a primary clinician.) A respondent was considered to have a usual source of care if the respondent answered yes to the following question: "Are there particular health people you see or places where you usually go when you are sick or need advice about your health?" Sources of alternative medicine (e.g., herbalists) were excluded. Regular source of care type was measured as hospital only (including outpatient and emergency departments), hospital and another type of site (e.g., doctor's office, community health center, health maintenance organization), and nonhospital sources only. These measures were derived from the typology used in the national Medical Expenditure Panel Survey, 30 which classifies care sources as hospital based or office and nonhospital based. Such broad categorization also was warranted by evidence that people have difficulty classifying their care sites according to detailed categories, which often reflect facility auspice and payment method. 50 The typology used in the analysis incorporated multiple sources of care since 28% of the entire sample mentioned more than one place as a usual source of care site. Use of multiple primary care sites has been shown to be associated with increased utilization, 51, 52 and there is evidence that people with a usual source of care often use hospital emergency rooms, particularly when they think they can obtain more accessible and better care.
6,53,54 Thus, we attempted to take into account the potential increase in access provided by reliance on multiple sources by comparing those who rely solely on hospitals to people who may also use other types of facilities. Having a primary clinician was based on those with a usual source of medical care who also reported that there is one person whom they consider to be in charge of their health care.
Health care outcomes examined include the following preventive and illnessrelated services: cholesterol screening in the past year; blood pressure check in the past year; among women of all ages, a clinical breast exam within the past year and a Papanicolaou test within the past 2 years; a mammogram in the past year or 2 years for women aged 50 years and above; a rectal examination in the past 2 years for men aged 50 years and above; and the proportion of symptoms experienced in the 12 months prior to interview for which the respondent visited a clinician. Because of the age and gender specificity of most of the above procedures, receipt of services was examined separately for each rather than with a composite index of preventive care received.
Independent variables included health insurance coverage measured by the following three categories, based on the classification scheme used in the national Medical Expenditure Panel Survey 30 : (1) public only, (2) any private insurance, and (3) no coverage. The self-reported health measures included both global perceptions of health and illness-specific variables: whether the respondent currently had any major health problems; how much the respondent was bothered by these problems in the past year (extremely/very much versus moderately/slightly/not at all); whether the respondent reported having hypertension, diabetes, and/or asthma, as a measure of chronic conditions that could influence the need for health care; and health problems experienced in the past year, with the number based on a list of 51 items capturing such self-reported symptoms as repeated headaches, trouble concentrating, frequent colds, and stomach pains.
Measures of attitudes toward health and health care were based on responses to the following items: "A person who is ill should always try to handle the problem him-or herself before going to the doctor or other health worker" and "When you come right down to it, there's not much a person can do to keep from getting sick." A categorical rather than continuous measurement scheme was selected to enhance interpretation of results in logistic regression analysis, for which strongly/somewhat/slightly agree was coded as 1 and strongly/somewhat/slightly disagree as 0. Current tobacco smoking was included as an indicator of the propensity to engage in preventive health behaviors, which might influence utilization of preventive health services.
Socioeconomic characteristics included measures of income, employment status, and education. To reflect the actual income distribution of the sample, for which 64% had incomes of $20,000 or less, annual household income was divided into the following categories: $9,000 or less, $9,001 to $20,000, and over $20,000. Because 58 cases (8.3% of the sample) were missing income data, these cases were treated as a separate group in the analysis to avoid a sizeable reduction in sample size and biasing of findings. Employment was measured as working full time versus working part time or unemployed. As only 7% of the sample (n = 47) were employed part time, separate analysis of this group was not feasible. Education was measured as a dichotomous variable divided between those having no degree and those earning a high school diploma or equivalency degree and/or higher.
Demographic variables included gender and age, as men and young adults aged 18-24 years are less likely to have a usual source of medical care compared with women and older adults. 29 Although marital status may affect eligibility for health coverage through a spouse's insurance and having children may increase the likelihood of connectedness to health care, these variables were not significant in either bivariate or preliminary multivariate analyses and therefore were not included in the present analysis. For further discussion of derivation of measures, see Fullilove et al. 48 
Analytic Methods
Analyses including usual site of medical care and having a primary clinician were restricted by definition to those with a usual source of care. Bivariate relationships between independent and dependent variables were examined using chi-square tests for categorical variables and t tests and analysis of variance for continuous variables. Multivariate analyses of type of site used, having a primary clinician, and receipt of preventive health care were based on logistic regression. Ordinary least squares (OLS) regression was employed in the analysis of the proportion of symptoms seen by a clinician. Because multivariate analyses of certain preventive health care tests were based on appropriate gender and age subgroups, a smaller set of predictor variables was included to maximize statistical power. Although a number of interactions involving insurance coverage, health status, and type of usual source of care site were examined, none was statistically significant; therefore, they are excluded from the multivariate analyses presented below. All analyses were conducted using SPSS software.
RESULTS
Of the Harlem sample of adults aged 18-65 years, 75% reported having a usual source of medical care (Table 1) . This compares with a 1996 estimate of 82% of Has a usual clinician (based on cases with a usual source of care, n = 517) 55
the total US population of all ages and 80% of blacks nationwide. 30 Reliance on hospitals as the primary source of medical care was higher in Harlem than in the nation as a whole-24% of Harlem residents use hospitals compared with 10% of the US general population and 16% of US blacks. 30 Among those in Harlem with a usual source of care, 27% relied on hospital sources alone, 14% used hospitals and nonhospital sources, and 60% used only nonhospital sources (Table 1) . Overall, 37% of people with a usual source of health care mentioned more than one place as the usual site. Of Harlem residents with a usual source of care, 5% used emergency rooms only, and an additional 7% used emergency rooms in combination with other sources. Among hospital users, 11% relied solely on the emergency room, 19% used emergency rooms and other sources, and 70% never used emergency rooms as a regular source of care site. Over half (55%) of Harlem residents with a regular care site usually obtained their care from the same clinician. Table 2 presents the bivariate relationship of various social and health-related characteristics to type of usual source of care site and having a usual clinician. Factors significantly related to type of facility used include employment, education, income, health care coverage, presence of a chronic condition, and current smoking. People who relied solely on hospitals for routine care tended to be of lower socioeconomic status, in poorer health, and to smoke currently, particularly compared with those who use nonhospital sources alone. There was a strong relationship between type of usual source of care site and having a main clinician. People who relied on hospital sources alone were much less likely to have a primary clinician (31%) compared with those who used only nonhospital-based providers (65%) or those who used both hospitals and other types of facilities (57%). Characteristics of Harlem residents who had an ongoing relationship with a particular clinician included older age, full-time employment, higher educational attainment, higher income, private health care coverage, poorer health status, no current smoking, and attitudes that may influence the seeking of health care. Table 3 presents the results of the multivariate analysis of the predictors of usual source of care type and having a primary clinician. Adjusting for the other independent variables, men had higher odds of using only hospitals for ambulatory care, as did people with lower education and income, individuals lacking either private or public health insurance, and those with a chronic condition. Taking into account socioeconomic and health-related factors, people who relied solely on hospitals had lower odds of having a usual clinician compared with those who used only nonhospital sources, but there was no difference between users of hospitals plus other types of facilities and nonhospital users. The other independent predictors associated with higher odds of having a usual clinician were older age and the presence of a chronic condition. Having a positive attitudinal propensity to see a doctor was of borderline significance (P = .06). Unlike the findings for usual source of care site, socioeconomic factors and health insurance, which were associated with having a main clinician in bivariate analysis, were not related to having a primary clinician when controlling for other variables. The next question examined was the relationship of usual source of care to health care outcomes. Bivariate analysis of preventive services and doctor visits in response to symptoms indicated that having a usual source of medical care was significantly (P ≤ .05) associated with a number of services, including past year cholesterol and blood pressure screenings, clinical breast exam for women, a mammogram in the past year among women aged 50 years and older, a rectal examination for men aged 50 years and older, and the proportion of symptoms seen by a clinician. Type of usual source of care site, however, was related only to having blood pressure checked in the past year. Having a main clinician was associated with receiving cholesterol and blood pressure screenings, and, among women, having a clinical breast exam in the past year and a Papanicolaou test in the past 2 years. People with a main clinician had a significantly higher average proportion of symptoms for which they visited a doctor than those without a primary practitioner. Women aged 50 years and older with a main clinician were somewhat more likely (P = .08) to have a mammogram in the past year compared with women without a main clinician.
To assess the relative importance of the various dimensions of usual source of care, multivariate analyses were conducted of the predictors of utilization for preventive health services and in response to symptoms, adjusting for socioeconomic and health-related factors. In this analysis, outcomes that included having a usual source of care as a predictor were analyzed based on the full sample. Type of usual source of care and having a primary clinician were included in the same models, based on cases with a usual source of care.
Findings indicate that having a usual source of care was an important predictor of five of the eight health care outcomes analyzed, controlling for socioeconomic factors, health status, and health care attitudes and behavior (Table 4) . Having a main clinician was independently associated with four of the health care outcomes and thus also appears to be an important independent factor related to use of health services. The type of usual source of care used was unrelated to utilization of any of the health services examined, controlling for the other independent variables. To determine if the effect of having a usual source of care on health care outcomes was primarily the result of having a main clinician, we replicated these analyses based only on cases without a primary clinician. The findings of the relationship of having a usual source of care with receipt of health care remained unchanged, indicating that the impact of a usual source of care was independent of having a main clinician. It should be noted, however, that sample sizes for some of these analyses were extremely small, ranging from 37 to 409.
Interestingly, mammograms among women aged 50 years and older were not related to any of the source of care variables, although using hospitals in combination with other types of providers was weakly related (P = .075) to lower odds of having a mammogram in the past 2 years compared with women who used nonhospital sources only. It is unclear, though, why this slight advantage among nonhospital users is not apparent when compared with users of hospital sources alone.
Other independent predictors of preventive and illness-related services include gender, with women more likely to receive cholesterol and blood pressure screening than men (data not shown). Older age (50 years and above) was associated with increased likelihood of cholesterol screening and with a higher proportion of symptoms seen by a doctor. Income and education were unrelated to utilization of any of the services examined. Private health care coverage was related to checking blood pressure, but no other associations with health insurance were noted. Having a greater propensity to see a doctor when ill, as measured by the attitude variable, was associated with higher odds of having blood pressure checked, receiving a clinical breast examination, and having a mammogram within the past 2 years. These findings should be viewed cautiously because of the multiple comparisons made, increasing the likelihood of random results, and the small number of cases in many categories examined, decreasing the statistical power to detect differences.
CONCLUSION
Having a primary source of medical care is a powerful mediator for improving access to health services. In the urban low-income community represented in this study, having either a usual source of care site or a primary clinician was independently associated with receipt of various preventive and illness-related health services. Type of site used, however, was not related to service utilization outcomes, although it was an important factor determining whether one has a primary clinician. Socioeconomic factors played an important role in determining whether people obtained initial entry into the health care system and where they obtained care. Thus, people with lower socioeconomic standing were less likely to use nonhospital providers and to have a primary clinician in charge of their care. In addition, the odds of having a main clinician were 72% lower for people who relied solely on hospitals for routine care than for those using only nonhospital-based sources. Interestingly, 37% of those with a usual source of care noted that they regularly used more than one care site. Reliance on multiple sources in this sample appears to be related to the need for services rather than being a reflection of fragmented access. Users of multiple sources of care were equally likely to rely on nonhospital sources of care as users of a single source, and no differences between the two groups were detected for having a primary clinician or for receipt of services. However, users of multiple sources were more likely to report having a major health problem and a greater number of symptoms experienced in the past year. The findings suggest that having entry into the health care system is equally important as possessing an ongoing relationship with an individual clinician in ensuring access to clinical services and procedures. This may be partly a reflection of the ubiquity of performing blood pressure and cholesterol checks and breast exams. Thus, having a primary clinician may provide no special advantage over having a usual site for such tests. However, once entry into the system is secured, having a relationship with a single clinician appears to enhance access to services. The lack of relationship between most health care provider variables and receipt of mammograms among women aged 50 years and older is worth noting, suggesting that mammograms are relatively accessible within Harlem, although past-year mammogram screening was found to be lower in Harlem than for New York State as a whole. 47 Attitudes toward health care seemed to be more important than provider variables in influencing mammogram use, implying that women may seek out breast cancer screening on their own. The comparative accessibility of many of the screening tests examined, relative to type of medical care site used, may be a reflection of a number of community health screening campaigns conducted in Harlem in the early-to-mid-1990s.
The lack of a relationship of type of health care site used with utilization of preventive services suggests that, in Harlem at least, people who rely on hospitals for routine care have access to a range of services, although they are less likely to have an ongoing relationship with a primary clinician. Even when people who exclusively use emergency rooms were excluded from the analysis, type of site used was not a predictor of receipt of preventive health care or illness-related utilization. This finding contributes to a growing body of evidence that type of health care site used is unrelated to receipt of preventive services or timely receipt of care. 8, 10, 12 However, the relative unimportance of type of site may be the result of overly broad categories used to classify health care facilities. It should be noted that most studies, including the present one, do not address the issue of the content and quality of care received either for type of site or with one's primary clinician. Quality primary care incorporates many more dimensions than having a single main practitioner and may vary within sites. 11, 55 In addition, only one aspect of continuity is reflected in the study, and the measure does not capture any other important dimensions of the ongoing relationship with a provider. 23 Site characteristics may be more important factors in determining the quality of illness management rather than in influencing access to common health screening measures.
Other study limitations include the inability to establish the causal direction of the relationship between a usual source of care and utilization. Possibly, people who are predisposed to seek care also are more likely to seek out a regular provider and preventive health care; therefore, they may choose health care sites where these services are more available. Thus, utilization may lead to having a usual source of care in addition to the presumed opposite pathway. 3, 12 This explanation is bolstered by the finding in this study that favorable attitudes toward seeking health care predicted utilization of prevention services, suggesting that patient initiative also is an important factor to consider in utilization studies. 56 It also is possible that recall of health services utilization is influenced by attitudes toward health care and may differ by type of site used.
While the findings cannot be generalized beyond the Harlem community and pre-date the advent of widespread managed-care programs, the study is one of few that provide an in-depth look at access patterns in a representative sample from an urban low-income community of color. Such community-based studies also afford the advantage, in effect, of controlling for state and local differences in health system characteristics and policies, which can influence access to health care.
This study suggests, along with previous analysis of these data, 43 that while the majority of the Harlem community has a usual source of care, socioeconomic and financial factors remain important influences on who gains entry into the health care system. Given the health care disparities in Harlem compared with the nation as a whole and the high rates of chronic morbidity and mortality in this urban community, these findings serve as a powerful reminder of the inequities in access that persist in the United States.
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